MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH. B63<028432
DEPARTMENT OF PUBLIC HMEALTH AND WELFARE
istration District No. __________/_Z rimary Registration Distriet No. _ /£ @ _& 2w R Qi ‘s No. i STATE FILE NUMBER
A oo | R St I e o e - 3710
1. PLACE OF DERTH 2, USUAL RESIDENCE (\'Nhure deceased lived. If institution: Residence before

a county Jackson a. STATE Apiz o'nab. ccmmwII le sdmission)

b. CITY {If outsida corporate limits, give TOWNSHIP only) Lengih of slay in 1b c. CITY Inside Limits

iown Kansas City 16 davys TOWN Fhoenix Yeu @ No [

c. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give Ti|n) Reside on Farm
HOSPITAL O ADDRESS ﬁ.‘

INS'I'I.TUTION GenEI‘al HOSpital Yes[d No[J ]204 Y.FJest Was hlngton Yes (] No E
3. II;AM! OF 'Dl]CEASED First Middle Last 4. Dc»)‘\r'_l'E J Month Day Year
ype or print
Oscar Ca Johnson DEATH une 28, 1963
5. SEX 6. COLOR OR RACE 7. Morried T Naver Married (] (8. DATE OF BIRTH | 9 AGE {last birthday) | IF UNDER | YEAR _IF UNDER 24 HR
Male White Widowed [ Diverced [ 6-26_8!7 76 Momhs[ Days Hours Min.

10a. USUAL OCCUPATION [Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11, BIRTHFLACE (City and state or country] | 12 CITIZEN OF WHAT COUNTRY

IR EmrEh " " 550 Railroed 2 Sweden TeSeAe.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

John Johnson "Uninown" Leah Johnson

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NO. { 17. INFORMANT AddreuGlS 4Th .AVE OS.

Yot o o] (1 e aie e o den o e Mrs. John(Bernice)Barville, Ee

V5 300
Rev. 4/ 59

DATE AMENDED

18. CAUSE OF DEATH [Ent Ty line T %, 1B, and [c]. INTERVAL BET
PART 1. DEATH WAS CAUSED By: 1 ©° e Minne&po:'.is 14 ,Minnes ote | ONSETAND bEATh

IMMEDIATE CAUSE (o _Prieumonis

Secondary to
Condirions, if any,1  OUETO ) Papforated ducdenel vlcer = post gporstl
which gave rise 1o

above cause (8},
stating the under-
lying cause last. DUE TO {c)

PART [I. OTHER SIGNIFICANT CONDITIONS CONTRIBUYTING TO DEATH but not related to the terminal PART IIl. If decmased was femala was
disease cendition given in PART I {a) there a pregnancy in last 90 days.

ID Yes | O Ne | [0 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In PART I or PART Il of item 1B.)
PERFORMED [m] a O
YES [0 NO

20c. 1IME OF _ Houl Month, Osy, Year |
INJURY am.
p.m.

20d. INJURY OCCURRED Z0e. PLACE OF INJURY (e.g., in or about hame, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ farm, factory, streat, office bldg., etc.)

NOT WHILE AT WORK [}
21. 1 attended_the deceased from 6_18_63 . 10 6—28—63 and last s:\r:]‘:alive an, 6-28-63
Death D@edx\ 12 H 55 A m on the dale stated sbove, and 10 the best of my knowledge, from the causes stated.

a. o 325, ADDRESS 22¢. DATE SIGNED
772, SIGNATURE )\\(\,‘X ‘?‘m AceO 2400 Cherry « K.C.,Moe |7-3-63

Ta. BURIAL, CREMATION, b. DATE 2TwBAME OF CEMPIERY OR CREMATORY 23d. LOCATION (City, town, or county} [S51ate)

REMOVAL (Specify)
Fenmovel T=4ebd Hillaide Cemetery HMinnegapolls ,Bennepin Coe,
24, FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. 26. REGIS R'S SIGNATUREJ[ as ota

WEILERT FUNERAL HOWES (S) KeCoe,M0e | 7-3. 6.2 X, .

{Licensed Embalmer's S1atement on Reverse Side}

DOCUMENT

AMENDMENTS ON THIS RECORD'ARE AS FOLLOWS
INSTEAD OF

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

Ellh Frank E1118 wmepicaL cernipicanion

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY 'LICENSED EMBALMER

-

i f':ereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

PRy _

Student Embalmer No.

working under my personal supervision,

Student

Signature of Student Embalmer

o e

Note: The above MUST BE SIGNED BY

Signed%é.&ﬁm&;
Licensed Embalmer NO.M_
/’ .
P. Q. Address

THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). ’ '
If embalmed by a STUDENT, he also shail sign in his OWN handwriting.
&’ .|fthis bod¥ is not embalmed, fact should be so stated above.

o~




